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ABSTRACT 
 
YangSing Lim: The Association between Foreign Aid and Infant Mortality in Southeast Asia 
(Under the direction of Professor Lewis Margolis) 
 
 
Objectives: While foreign aid is widely believed to improve health outcomes in developing 
countries, the question on aid effectiveness remains unresolved. This paper seeks to assess 
the association between foreign aid and infant mortality. 
Methods: Basing data on seven Southeast Asian countries from 1996 to 2011, a cross-
country analysis of the relationship between net official development assistance received and 
infant mortality rate was performed using a fixed effects model.  
Results: Foreign aid does not have a significant effect on lowering infant mortality. Other 
main findings are that increase in economic growth and improved access to water are 
significant and positively associated with reduction in infant mortality. 
Conclusions: Future research should include case studies and use disaggregated data on 
foreign aid for greater precision and accuracy.  
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THE ASSOCIATION BETWEEN FOREIGN AID AND  
INFANT MORTALITY IN SOUTHEAST ASIA 
 
 
Introduction 
With the establishment of the Millennium Development Goals (MDGs) in 2000, prioritization 
of foreign aid has been shifted towards poverty-reducing objectives. These objectives include 
improving health outcomes, in which MDG 4’s specific target is to reduce under-five 
mortality by two thirds between 1990 and 2015.
1
 Globally, many multilateral and bilateral 
donors have committed to scale up aid significantly. Yet despite a transfer of over US$4.6 
trillion  in official development assistance (ODA) to developing countries from 1960 through 
2008, a considerable number of developing countries still languish in extreme poverty and 
stagnant growth.
2
  
 
Foreign aid is widely believed to improve health outcomes in developing countries. 
However, the question on the effectiveness of foreign aid remains largely unresolved. Most 
literature focused on the macroeconomic impact of foreign aid and growth.  Mixed results 
have been reported and papers that have identified significant positive effects face heavy 
criticism on their research methodologies. Additionally, even though recent attention has 
been geared toward promoting health in developing countries, there has been much less 
empirical evidence on how overall aid affects health, or how disaggregated components of 
aid affect health. It is only until recently that there has been a change in focus to delve into 
whether aid flows have a positive impact on health outcomes.
3,4,5,6
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Drawing data on seven Southeast Asian countries from 1996 to 2011, this paper investigates 
the hypothesis that foreign aid has reduced infant mortality.  I focus on key explanatory 
variables like foreign aid, economic growth, government provision of health care or public 
health and access to improved water. My results show that foreign aid has not reduced infant 
mortality rates. Other main findings are that increase in economic growth and improvement 
in the access to water are significant and positively associated with a reduction in the infant 
mortality rate over time. 
 
Existing Literature  
Debates about the effectiveness of foreign aid on health outcomes stem from the long-
standing dispute about aid effectiveness in general. Most cross-country studies
7,8,9
 on foreign 
aid are focused on the impact of aid on economic growth. However, existing literature
10, 11
 
has failed to provide robust evidence that aid actually promotes economic growth. In addition, 
economic growth plays a limited role in explaining health improvements. 
 
It is only recently there has been a shift in focus to delve into the impact of foreign aid 
on health outcomes. Examining the impact of overall foreign aid on infant mortality and life 
expectancy, Boone
3
 suggests that instead of benefitting the poor, aid simply increases the size 
of the government. More recent empirical papers
4,5,6
 placed their focus on aggregated or 
disaggregated components of aid such as bilateral aid, multilateral aid or NGO aid. These 
papers investigated the relationships between human development indicators (such as life 
expectancy and infant mortality) and aid. The study by Gomanee et al.
4
 indicates that the 
effect of total aid is seen through its impact on growth, especially in low-income countries. 
Mishra and Newhouse find that health aid, unlike overall aid, has a discernible effect on 
infant mortality.
6
 However, it would take a massive amount of health aid to achieve the MDG 
3 
 
target by 2015 - an average country would require an annual flow of US$5.8 billion in order 
to reduce its infant mortality by two-thirds of its 1990 level (i.e., 81 deaths to 27 by 1,000 live 
births). Furthermore, there is weaker evidence that health aid has become more effective in 
reducing infant mortality rate since 1990, and that it is more effective in countries with higher 
quality policies and institutions.
6
 In addition, according to Masud and Yontcheva
7
, while 
NGO aid significantly reduces infant mortality, the effect of bilateral aid is not statistically 
significant. Bilateral aid favors developing countries with already lower infant mortality rate 
and this seems to suggest that the aid allocation pattern from donors to recipients is 
inconsistent with their avowed objectives to meet the MDG targets.    
 
Conceptual Framework 
Diagram 1. Conceptual framework 
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Diagram 1 illustrates how the mechanism of aid flow may affect the infant mortality 
rate. Advocates contend that aid leads to improved health outcomes in developing countries 
by relaxing resource constraints – with that, more resources can then be allocated to improve 
health service delivery.
12
 If this is the case, foreign aid will have a positive influence on 
government provision of health care or public health, and increased health expenditure would 
lead to more targeted health services. This can then be an avenue though which aid reduces 
infant mortality, as illustrated in Diagram 1. In addition, with an increase in the economic 
growth of a country, the government’s budget for health care and public health sectors may 
also increase. This may in turn assist the government’s capacity to provide improved access 
to water, which then reduces the infant mortality rates, especially deaths associated with 
diarrheal disease.
13
     
Hence, my research question is: what are the effects of foreign aid on reducing infant 
mortality rates in Southeast Asian countries? The Southeast Asia region was chosen because 
it constitutes one of the most rapidly developing regions in the world and because of the high 
infant mortality rates and high influx of foreign aid. Drawing from my conceptual framework, 
I develop two hypotheses:  
 
Hypothesis 1: As foreign aid increases, infant mortality rates will decrease.  
 
Hypothesis 2: The higher the economic growth of a developing country, the lower the infant 
mortality rate.  
 
Given the constant debate over the effectiveness of foreign aid and the lack of clarity 
in explaining how economic growth leads to health improvements, it is thus imperative to 
understand the relationship between foreign aid and health outcomes. The main contribution 
5 
 
of this paper is to complement the literature on the effectiveness of foreign aid by assessing 
the impact of foreign aid flows on a key health indicator – infant mortality – instead of on 
economic growth, with a focus on developing Southeast Asian countries. My aim is to assess 
empirically whether foreign aid has had a positive impact on lowering infant mortality rates, 
a central MDG.  
 
Data and Variables 
The data come from indicators from the World Development Indicators database.
14
 The seven 
countries included in this cross-country analysis – Cambodia, Indonesia, Lao People's 
Democratic Republic, Malaysia, Philippines, Thailand and Vietnam – are  all member 
countries of the Association of Southeast Asian Nations (ASEAN). Their economies are 
categorized into low, lower-middle and upper-middle income as defined by the World 
Bank.
15
  
 
Infant mortality is selected as the primary health outcome as it is more sensitive than 
life expectancy to changes in economic conditions – it responds quickly to improved health 
service and is hence considered as a “flash indicator of improvement in economic conditions 
of the poor” as asserted by Boone.3 (p4) Reduction in infant mortality also largely explains the 
substantial improvements in life expectancy over the last half century in poor countries.
16
 
Finally, infant mortality depends on access to medicines and health facilities, water and 
sanitation, and female literacy in addition to per capita income in developing countries. As 
such, infant mortality is used as a proxy for a wider set of health outcomes. 
 
A crucial predictor used in the analysis is foreign aid, which is measured by net 
official development assistance (ODA) received per capita. Net ODA per capita consists of 
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disbursements of loans and grants by official agencies of the members of the Development 
Assistance Committee (DAC), by multilateral institutions, and by non-DAC countries to 
promote economic development and welfare in countries and territories in the DAC list of 
ODA recipients.
14
 Disbursed ODA is selected as committed ODA may yet to have the chance 
to effect change. While the AidData
17
 and Credit Reporting System (CRS) from the OECD 
database
18
 provides disaggregated data on ODA by purpose, the data are based on 
commitments, not disbursements. Additionally, the substantial amount of missing values 
throughout 1996 to 2011 makes the data unsuitable for this paper. 
    
Besides testing for foreign aid, the other key predicators are economic growth as 
measured by GDP per capita, the impact of government efforts in providing healthcare or 
public health as represented by health expenditure per capita, and access to water as 
measured by percentage of a country’s population with access to improved water sources. 
Table 1 provides definitions for these variables.  
 
Table 1. Variable description and data sources 
Variable Description Data Source 
 
Infant mortality rate (per 1,000 live births): 
The number of infants who die before reaching one year of age, per 
1,000 live births in a given year 
 
 
World 
Development 
Indicators, 2013 
 
Foreign aid, as measured by net official development assistance (ODA) 
received per capita (current US$) 
Net ODA per capita consists of disbursements of loans made on 
concessional terms (net of repayments of principal) and grants by 
official agencies of the members of the Development Assistance 
Committee (DAC), by multilateral institutions, and by non-DAC 
countries to promote economic development and welfare in countries 
and territories in the DAC list of ODA recipients; and is calculated by 
dividing net ODA received by the midyear population estimate. It 
includes loans with a grant element of at least 25 percent (calculated at a 
rate of discount of 10 percent). 
 
 
 
World 
Development 
Indicators, 2013 
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Economic growth, as measured by GDP per capita (current US$) 
GDP per capita is gross domestic product divided by midyear 
population. GDP is the sum of gross value added by all resident 
producers in the economy plus any product taxes and minus any 
subsidies not included in the value of the products. It is calculated 
without making deductions for depreciation of fabricated assets or for 
depletion and degradation of natural resources. Data are in current U.S. 
dollars. 
 
 
World 
Development 
Indicators, 2013 
 
Government provision of health care, as measured by health 
expenditure per capita (current US$) 
Total health expenditure is the sum of public and private health 
expenditures as a ratio of total population. It covers the provision of 
health services (preventive and curative), family planning activities, 
nutrition activities, and emergency aid designated for health but does 
not include provision of water and sanitation. Data are in current U.S. 
dollars. 
 
 
World 
Development 
Indicators, 2013 
 
Access to water, as measured by improved water source (% of 
population with access): 
Access to an improved water source refers to the percentage of the 
population using an improved drinking water source. The improved 
drinking water source includes piped water on premises (piped 
household water connection located inside the user’s dwelling, plot or 
yard), and other improved drinking water sources (public taps or 
standpipes, tube wells or boreholes, protected dug wells, protected 
springs, and rainwater collection). 
  
 
World 
Development 
Indicators, 2013 
 
 
Methods 
Empirical Framework 
As the data consist of a set of time-series-cross-sectional observations involving 
measurements over time, an Ordinary Least Squares regression cannot be employed. Two 
commonly used methods for managing time-series-cross-sectional data are the use of either 
fixed effects or random effects models. The fixed effects model, unlike the random effects 
model, assumes that the time-invariant characteristics across individual countries are 
correlated to the predictors in the model. As further substantiated by Greene
19
, the critical 
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distinction between a fixed effects and a random effects model lies at whether or not the 
unobserved individual country effect embodies elements that are correlated with the 
predictors in the model, and not whether or not these effects are random.  
For this paper, I assume that some endogenous characteristics within the individual 
country may bias the predictors or the outcome variable and there is a need to control for this. 
For example, a country’s geographical size could be a contributing factor as to how 
effectively and efficiently ODA is being distributed and thus affecting infant mortality rate. A 
fixed effects model hereby has the ability to remove the effect of such a time-invariant 
characteristic from the predictors so that the predictors’ net effects can be assessed. Hence, a 
fixed effects model is preferred over the random effects model to analyze the impact of 
variables that vary over time.  The equation for the fixed effects model specifies infant 
mortality as a function of foreign aid across time as follows: 
 
IMRit = i + 1ODAit-1 + 2GDPit + 4Healthexpit + 5Waterit + it 
 
Where IMRit is the infant mortality rate in aid-receiving country i in period t, i represents 
the unknown intercept for country i, ODAit-1 is the ODA received per capita in country i 
during the previous period t-1, GDPit is the GDP per capita in country i during period t, 
Healthexpit is the health expenditure per capita in country i during period t, Waterit is the 
proportion of country i’s population having access to improved water during period t and it is 
the error terms in country i during period t. Lagged ODA is introduced in this model as aid 
disbursement captured in the same period t as infant mortality rate may not have adequate 
time to effect changes. 
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The key insight offered by Stock and Watson
20
 behind a fixed effects model is that “if 
the unobserved variable does not change over time, then any changes in the dependent 
variable must be due to influences other than these fixed characteristics.”  20 (p289-290) Main 
statistical analysis was performed using the Linear Models for Panel Data (plm) package
21
 
from the statistical computing software R version 3.0.2.   
 
Results 
Sample characteristics 
The sample is a balanced panel of seven Southeast Asian countries consisting 112 
observations throughout 16 years from 1996 to 2011. Data for all seven countries are 
complete with no missing values. A summary of data for collected variables is displayed in 
Table 2. 
Table 2. Descriptive statistics 
Variable Obs Min. 1
st
 
Quartile 
Median Mean 3
rd
  
Quartile 
Max 
Infant mortality rate, per 1,000 
live births  
16     6.90   18.68     28.05     35.65     46.95       95.50 
Net ODA received per capita in 
current US$  
16 -21.49       5.41      11.23       20.00       34.59         80.73   
GDP per capita in current US$ 16 246.10 486.70 1088.30 1887.80 2393.20 10012.00 
Healthcare expenditure per 
capita in current US$  
16     9.55   22.81     40.82     70.77     90.01     367.96 
Percentage of population with 
access to improved water 
sources 
16   35.90   65.30     84.00     78.35     92.50       99.60 
Note: Aid data show the net value of official development assistance (ODA) received per capita. Thus, if 
countries pay back more than they receive, they can show negative values of net aid.14  
 
As shown in Table 2, countries vary greatly in infant mortality rate, net ODA received 
per capita, healthcare expenditure per capita, proportion of population with access to 
improved water source, as evidenced by the differences between medians and their 
corresponding means. 
 
 
10 
 
 
 
 
 
 
Figure 1. Trend of Average Infant Mortality Rates (1996 to 2011) 
 
 
 
 
Figure 2. Trend of Average ODA Per Capita (1996 to 2011) 
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From Figure 1, the average infant mortality rates among the seven countries have 
decreased steadily from 1996 to 2011. On the other hand, as shown in Figure 2 there has been 
fluctuations in the average net ODA received per capita among the seven countries from 1996 
to 2004. While there has been a steady increase of ODA received from 2004 to 2010, it 
begins to decline again from 2010. Comparing the trends of the average infant mortality rates 
and the average net ODA received per capita in Figure 1 and Figure 2 respectively, it is 
unclear whether or not an increase in net ODA received per capita is associated with a 
reduction in the infant mortality rates.   
 
Effects of Predictors 
Table 3 below presents results from my estimations using the fixed effects model.  
 
Table 3. Association between net ODA received per capita  
and the change in infant mortality rates 
Predictors Coeff. 
Est.  
Std. 
Error 
Net ODA received per capita  0.050 0.060 
GDP per capita -0.0041 *  0.0015 
Health expenditure per capita  0.11 *  0.036 
Improved water source (% of 
population with access) 
-1.40 *  0.073 
 *Significance at 5 percent 
 
 
 As shown in Table 2, the model does not provide evidence to support that a change in 
ODA has resulted in a change in infant mortality rate at the 5 percent significance level. In 
other words, foreign aid does not have a significant effect on reducing infant mortality rates. 
However, with regards to economic growth, an increase of $1 (US) per capita in GDP is 
associated with a reduction of 0.0041 deaths per 1,000 live births over time, on average per 
country. This implies that it would take an increase of $1,000 (US) of GDP per capita to see 4 
fewer deaths per 1,000 live births.  
 
12 
 
The effects of having access to improved water source on reducing infant mortality 
rates are of both substantive and statistical significance at the 5 percent level. From the results, 
an increase in 1 percent of a country’s population with access to improved water is associated 
with 1.4 fewer deaths per 1,000 live births across time, on average per country. Taking 
Cambodia for example, Cambodia on average has the lowest proportion of its population with 
access to improved water among all the other countries. Over time there has been a rise in the 
proportion of its population with access to improved water sources, from 35.9 percent in 1996 
to 67.1 percent in 2011. This is an increase of 31.2% of Cambodia’s population with access 
to improved water sources. As predicted by the model, this is associated with 43.7 fewer 
deaths per 1,000 live births. This figure corresponds closely to Cambodia’s decrease in infant 
mortality rate from 88.3 deaths per 1,000 live births in 1996 to 35.5 deaths per 1,000 live 
births in 2011, which is a 40 percent decline in the infant mortality rate.             
 
 An interesting finding from the results is the positive association between health 
expenditure and infant mortality rate. While one would expect an increase in health 
expenditure to be linked with fewer infant deaths, the results show otherwise – an increase in 
US$1.00 of health expenditure across time is associated with an increase of 0.11 deaths per 
1,000 live births on average per country.   
 
Discussion 
Although I hypothesized that foreign aid will reduce infant mortality rates, empirical results 
do not provide sufficient evidence for this claim. This is in line with Boone
3
 who found no 
significant impact of aid on improvement in infant mortality, primary schooling rations nor 
life expectancy. There are a number of reasons to explain why an increase in foreign aid does 
not significantly reduce infant mortality rates. Foreign aid is a complexity in itself – when net 
13 
 
ODA per capita is used as a proxy to capture foreign aid, it is not disaggregated into the 
different types of aid that are distributed. In addition, disbursed ODA, although lagged by one 
year, may not yet have the chance to effect substantial change. Apart from the social sectors, 
ODA is also being used for investments in infrastructure, agriculture and the productive 
capacities
22 
and significant impact on infant mortality cannot be readily observed in just a 
year. Furthermore, little is known about the sustainability of the health services that are tied 
to the foreign aid.  
 
Another argument can be that aid is often given to developing countries that have 
authoritarian and often corrupt regimes. These regimes lack accountable and transparent 
institutions that allow aid to be allocated efficiently and effectively.
23
 Hence, the provision of 
health care and public health is negatively affected.  As such, the impact of aid in these 
countries is often negligible to the masses. Additionally, an overreliance on aid may trap 
developing countries in a vicious circle of aid dependency, corruption, and further poverty.
24
 
Dependency on aid may breed complacency and disincentivize corrupt autocrats to embark 
on long-term economic reforms. Under such circumstances, an increase in foreign aid will 
not reduce poverty nor improve health outcomes. On the other hand, even without corruption, 
there will be differences in how efficiently and effectively aid is being deployed and 
delivered within countries.  Hence, even when aid goes to where it is intended, the question 
of how and to whom aid is being disbursed to is pertinent to our study of foreign aid.  
 
Economic growth as measured by GDP per capita has a significant positive 
association with a reduction in infant mortality rates. This confirms my other hypothesis that 
the higher the economic growth of a developing country, the lower the infant mortality rate. 
This finding is in contrast with the findings from the study by Cutler et al.
16
 which claim that 
14 
 
many countries have shown remarkable improvements in health, despite little or no economic 
growth and vice versa. One possible explanation for my findings on GDP per capita could be, 
in order to achieve higher economic growth, there has to be a certain degree of urbanization, 
industrialization and infrastructure development within the country itself – and this would 
translate into employment opportunities along the way. Therefore, internal development 
within a country may lead to more sustainable outcomes in the long run as compared to 
depending on foreign aid. Poverty is strongly linked to poorer health outcomes and Easterly
25
 
proposed that it is not foreign aid that will help to end poverty in developing countries, but 
“homegrown development based on the dynamism of individuals and firms in free 
markets.”25 (p322)  
 
Another main finding is that access to improved water is associated with lower levels 
of infant mortality rate. The accessibility to water and sanitation infrastructure is an important 
mechanism to save infants and children from the adverse health outcomes associated with 
diarrheal disease and water and infrastructure significantly impacts childhood mortality and 
morbidity.
13
 Botting et al.
26
 demonstrated that countries receiving the most water and 
sanitation designated ODA were 4-18 times more likely than countries in the lowest quartile 
of assistance to achieve greater gains in population access to improved water sources. These 
countries with greater gains to improved water sources are 8-9 times more likely to have 
greater decline in infant and child mortality.
 26
 Similar to this paper, Botting et al.
26
 also 
found no significant correlation between total ODA per capita received by a country and 
infant mortality rate or child mortality rate.  
 
Interestingly, more health expenditure per capita is negatively associated with a 
decline in infant mortality.  One possible explanation is that there is no disaggregated data on 
15 
 
the proportion of health expenditure that is being allocated to serve maternal and child health 
needs. Health expenditure in the data covers an array of health services. This includes not 
only family planning and nutrition activities but also the provision of both preventive and 
curative health services and emergency aid designated for health
14
. While overall healthcare 
expenditure is increasing over the years in these seven Southeast Asian countries, there is a 
likelihood that maternal and child health expenditure is decreasing due to increased efforts to 
combat infectious diseases such as malaria and HIV/ AIDS, which have an increasing 
prevalence in the region.   
 
A strength of this paper is that it is a country-level time-series-cross sectional data 
analysis of the relationship between foreign aid and infant mortality. Unlike a cross-sectional 
study, there is more useful variation across observations and thus it has the ability to capture 
the ODA-infant mortality trends over the years. Stimson
27
 pointed out that, “Pooling data 
gathered across both units and time points can be an extraordinarily robust research design, 
allowing the study of causal dynamics across multiple cases, where the potential cause may 
even appear at different times in different cases. Many of the possible threats to valid 
inference are specific to either cross-sectional or time-serial design, and many of them can be 
jointly controlled by incorporating both space and time into the analysis”.27 (p916) In other 
words, time-series-cross-sectional data allows one to control for predictors that cannot be 
observed or measured such as the differences in the distribution of ODA across countries. 
Predictors that change over time but not across countries, such as international trade 
agreements, can also be controlled for. This accounts for the heterogeneity of each country 
and helps to redress omitted variable bias.    
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There are two limitations.  One limitation is the absence of some cases in Southeast 
Asia. For example, to begin, my initial aim was to include Myanmar in my base sample of 
countries as Myanmar is also a member country of the ASEAN, however, there are no 
country data on GDP per capita and improved water source. Ever since Myanmar attained 
independence in 1948, civil wars have been relentless and the country has faced years of 
diplomatic isolation and economic and military sanctions, particularly with the Western 
nations. It was only after its reforms following the 2010 elections that the country’s foreign 
relations have thawed. It is therefore unsurprising that there are no adequate data on 
Myanmar’s economic growth and access to water. Brunei and Singapore are excluded in this 
paper as they did not receive ODA since 1996 and onward according to the data. Also, while 
it is desirable to control for governmental corruption, an appropriate corruption index scale is 
unavailable. The Worldwide Governance Indicators database
28
 might be a plausible source 
for control of corruption, but the data contain a high degree of missingness for the years 1996 
to 2001. Also, it may be presumptuous to impute the missing values for corruption as the 
Asian Financial Crisis occurred during 1997 which resulted in wide fluctuations of political 
regimes in the region.  
 
Another limitation of this paper is that the estimated effect is an average across a very 
diverse set of countries, similar to the existing literature on the impacts of foreign aid on 
growth. Also, the use of aggregated data for a particular country can be limiting as it cannot 
capture the variations of infant mortality rates at the sub-national level. Hence, to address 
these two problems, the use of such cross-country data should be complemented by detailed 
case studies of the nature and impact of foreign aid in these individual Southeast Asian 
countries. In-depth case studies can offer an astute examination of the mechanism behind aid 
flow and distribution, for example, which sectors aid is being allocated to, how decisions are 
17 
 
being made about what programs get supported and what does not, how aid is being deployed 
and managed as well as how health services are being managed. Such thorough analysis can 
often be more revealing than aggregated data where important details may be missed. 
Furthermore, a multilevel model would be helpful in explaining not only the variations within 
individual countries, but also the variations across different countries.  
 
Conclusion 
The objective of this paper was to assess the association between foreign aid and infant 
mortality. The results of my model however do not support the hypothesis that foreign aid 
reduces infant mortality rates. This is in line with the findings by Boone
3
. Nonetheless these 
findings need to be viewed with care, as research on foreign aid which uses aggregated data 
may mask the complexity and richness of aid.   
 
To ensure that the MDG objective on reducing infant mortality and child mortality are 
being met, donor countries and agencies, as well as aid recipient nations worldwide, must 
undertake strong actions at every level to strengthen the aid distribution, delivery and 
implementation. In addition, as health aid constitutes only 6 percent of overall aid in 2009, 
Mishra and Newhouse suggest that increased allocation of aid toward health purposes in the 
future could improve recipients’ health outcomes. 6 
 
This study serves as a first cut to investigate the effects of aid on developing 
Southeast Asian countries. Future research should be oriented toward using disaggregated 
data on foreign aid for greater precision and accuracy, as this would be a better measure of 
the composition of foreign aid. In-depth case studies and advanced statistical techniques such 
18 
 
as multilevel modelling can be employed to enhance the richness of this research agenda and 
to better inform the impact of foreign aid on infant mortality in specific context. 
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